nephrotic syndrome in children, approximately oneBackground. Focal segmental glomerulosclerosis third of whom progress to ESRD [2]. In a substantial (FSGS ) is a leading cause of end-stage renal disease proportion, FSGS recurs following Tx, resulting in ( ESRD) in children, and one of the most difficult to graft loss in about one-half [3] [4] [5] [6] [7]. Predictive factors manage because of its high recurrence rate post-that have been associated with a high risk of DR are transplantation ( Tx). Several predictive factors have a younger age at presentation [6] [7][8], progression to been associated with disease recurrence (DR) although ESRD within 3 years of disease onset [6, 8], and in one in particular, the role of recipient race, has not some reports the identification of mesangial proliferabeen adequately evaluated. Herein we report our tion on native kidney biopsy [3, 6, 8,9]. The predictive experience with DR in the post-Tx period in eight role of recipient race in recurrence of FSGS has been patients.
Introduction
Tx, these 20 patients had a mean age of 12.5 (range 3.3-18.6) years. There were 11 (55%) males; 12 (60%) FSGS is a distinct histopathological entity [1] were C, seven (40%) were AA and one (4%) was that frequently presents as corticosteroid-resistant Oriental. The mean age at diagnosis of FSGS was 5.8 (range 0.3-13.7) years, and the mean interval from
Correspondence and offprint requests to: Lavjay Butani, Department disease onset to ESRD, the latter defined as the time of Pediatrics, Section of Nephrology, St Christopher's Hospital of initiation of dialysis or of renal Tx, was 5.9 (range for Children, Erie Avenue at Front Street, Philadelphia, PA 19134-1034, USA. 0.3-13.7) years. Since the diagnosis of FSGS was not Race in FSGS recurrence 167 made by renal biopsy performed at St Christopher's differences were noted in the incidence of DR with respect to donor source (0/9 CR donor allografts in Hospital for Children in all cases, and information regarding the degree of mesangial proliferation was the AA cohort had DR vs 1/1 CR donor allograft in the O group (P=0.10)). On the other hand, when not available in a number of the outside reports, this information was not included in our analysis. Of the analysed separately by donor source, although there were no differences in DR among the two racial groups 27 allografts, six (22%) were from living related (LR), and 21 (78%), were from cadaveric (CR) donors. for LR donor allografts, a higher risk of DR was found in recipients of CR donor allografts in the O Clinical evidence of DR was observed in eight (30%) grafts, at a mean interval of 194 (range 1-1369) days racial group (0/9 in the AA group vs 8/12 in the O group (P=0.004)). following Tx.
In seven patients, the disease recurred immediately post-Tx, at a mean interval of 9 days. The only patient Discussion with a late recurrence of FSGS had continued to experience nephrotic-range proteinuria while receiving dialysis during the pre-Tx period. Post-Tx, his pro-FSGS is among the four leading causes of ESRD in the paediatric population and accounts for 11.8% of teinuria decreased to 450 mg/day, but subsequently began increasing and reached a maximum of 9.7 g/day, all transplants recorded in the North American Pediatric Renal Transplant Cooperative Study registry 3.5 years later. A trial of oral corticosteroids and cyclophosphamide failed to arrest disease progression, [10] . The disease has been reported to recur in about 10-50% of grafts after Tx, and is associated with a and his graft was lost over the ensuing 2 years.
For the eight patients with DR, the mean duration substantial risk of graft failure [11] . The pathophysiology underlying the recurrence of FSGS is unclear, of follow up after Tx was 7.9 (range 0.3-16.8) years. At last follow-up, five (63%) allografts were func-although the process is considered to be mediated by a disturbance in immune regulation. A circulating tioning without problems, while three had been lost; two in the immediate post-Tx period to acute rejection, protein factor shown to increase glomerular permeability to albumin has recently been identified in the sera and one to chronic rejection 6 years later, after having experienced multiple episodes of corticosteroid-of some patients with DR [12] . Factors felt to be predictive of DR include age under 13 years at preresistant acute rejection. Of the five patients with functioning allografts, one had received a 3-day course sentation, and rapid progression to ESRD; some centres have also reported an association between DR of intravenous albumin and frusemide, another had received three daily doses of intravenous methylpredni-and the presence of mesangial proliferation on native kidney biopsy. Our experience suggests furthermore solone for acute rejection, and a third had received nine treatments of plasmapharesis and 12 weeks of that race is an additional important predictive factor.
The small sample size of our study does not permit oral cyclophosphamide. When patients with and without DR were compared, there were no significant the use of multivariate analysis to determine which of the two variables (donor allograft source and recipient differences between the two groups with respect to gender, mean age at onset of FSGS, mean age at Tx, race) have an independent impact on the risk of DR, although the statistically significant higher risk of or mean time to progression to ESRD (Table 1) . DR was more commonly observed in the O racial group DR observed in our O racial group, who received allografts from CR donors, points towards the poten-(7 of 17 patients (41%)), than the AA group (1 of 10 patients (10%)) (P=0.19), and also in grafts from LR tial importance of recipient race in recurrence of FSGS post-Tx. donors (4 of 6 (67%)), compared to those from CR donors (4 of 21 (19%)) (P=0.04).
The higher recurrence rate seen among C (who made up most of the O group), especially that associated The only AA patient with DR continues, at last follow-up, to have stable renal function despite with a progressive deterioration in renal function, is surprising in view of previous observations that most nephrotic-range proteinuria, whereas three grafts in the O group have been lost. When the data were kidney diseases, including FSGS, appear to be more common among AA, in whom a more rapid rate of analysed separately for the two racial groups, no progression to ESRD has also been observed [13] . 
